INTRODUCTION
Cardiac positron emission tomography (PET) with fluorine-18 fluorodeoxyglucose (FDG) is often used for the diagnosis of cardiac involvement in sarcoidosis. In the setting of normal coronary arteries, an increase in FDG uptake in isolated segments or a patchy distribution is considered to represent inflammation. 1 We describe a case of tuberculous myocarditis with imaging findings identical to cardiac sarcoidosis.
CASE SUMMARY
A 34-year-old Indian male with dyspnea, lung lesions, and reduced left ventricular ejection fraction (LVEF) of 33% by echocardiography was referred for PET imaging to rule out sarcoidosis. Resting myocardial perfusion PET imaging with Rubidium-82 chloride followed by FDG-PET showed perfusion defects involving the basal to mid-anteroseptum and inferoseptum which were FDG avid ( Figure 1 ). Diffuse FDG-avid lesions were also seen in the lung, spleen, and cervical and mediastinal lymph nodes on whole-body FDG PET-CT ( Figure 2 ). Wall thinning, hypokinesis, and scar involving the mid-anteroseptum and inferoseptum were seen by cardiac magnetic resonance imaging (CMR) ( Figure 3 ). A review of his past medical history revealed that he had been treated with adalimumab for psoriasis for the past 2 years. He had been prescribed a 9-month course of isoniazid before treatment with adalimumab for a positive PPD; however, he had been non-compliant with isoniazid therapy. He also reported having a positive rapid influenza test a month prior to his hospitalization. Endobronchial biopsy showed necrotizing granulomas, a pathologic finding suggestive of tuberculosis ( Figure 4) . Initial screening for microorganisms with acid-fast bacilli staining and Grocott's methenamine silver stain was negative. Based on the history and histopathologic findings consistent with tuberculosis, he was treated with isoniazid, rifampin, pyrazinamide, ethambutol, and standard heart failure therapy. Follow-up echocardiography 1 year later showed an LVEF of 56% with a focal aneurysm of the basal anteroseptum with resolution of wall motion abnormalities ( Figure 5 ).
CONCLUSION

Tuberculous
2 and viral myocarditis should be included in the differential in patients with heterogeneous FDG uptake on PET imaging performed for the diagnosis of infiltrative cardiomyopathy. As FDG uptake is not specific for sarcoid granulomas but rather is taken up by inflammatory cells, FDG-PET findings are only definitive in the context of a detailed medical history and histologic correlation. Evaluation of cardiac involvement by tuberculosis with FDG-PET has been D) . Note the location of greatest FDG intensity in the anteroseptum and inferoseptum, corresponding with areas of delayed enhancement on CMR.
described, but there is not sufficient evidence to recommend it in the guidelines as an indication.
3 Viral myocarditis, on the other hand, is unlike sarcoidosis in that it does not typically manifest with perfusion defects and focal scar or aneurysm formation. While there is mild cytologic atypia, the associated inflammatory changes indicate a non-neoplastic process. Hematoxylin and eosin (B) stains with primarily necrosis, however foci of similar epithelioid and spindled histiocytes characteristic of granulomatous inflammation. Special stains for acid-fast bacilli and Grocott's methenamine silver stain (GMS) were negative for microorganisms.
